Background: Classic rat bite fever is a systemic illness generally characterized by fever, rash, sore throat, headache, vomiting, myalgias and polyarthralgias. It is caused by infection with either Streptobacillus moniliformis or Spirillum minus. Methods: We report a case which is, to our knowledge the first reported case of streptobacillus moniliformis septic arthritis with associated osteomyelitis in an adult. Results: A 29 year old Polish gentleman who was the owner of three rats presented with a 5 day history of malaise, feverishness, sore throat, headache, rash with pain and swelling of his ankles, right elbow and right knee. Examination revealed a rash in his extremities including palms and soles with pustular, maculopapular and petechial components. He had effusions in the right knee and left ankle and swelling of his right second metacarpophalangeal joint. Initial laboratory investigations revealed CRP 211 ESR 36 ferritin 417 neutrophils 7.89. RF, CCP antibodies, ANA, ANCA, immunoglobulins, complements, ds DNA were all negative. Blood cultures were negative and joint aspirate of the right knee was also negative. Skin biopsy revealed mild nonspecific perivascular inflammation within the subcutis. Patient was initially treated with a broad spectrum antibiotic. Repeat joint aspirate was carried out from left ankle and PCR with bacterial 16S rRNA gene sequencing was positive for Streptobacillus moniliformis. MRI of the left ankle showed considerable marrow oedema and a moderate thick walled effusion consistent with a septic arthritis and associated osteomyelitis. Antibiotic regime was changed to i.v. benzylpenicillin and clinical improvement accelerated. He was switched to oral penicillin after 2 weeks and made a good recovery. Streptobacillus moniliformis is a Gram-negative bacillus that causes a syndrome characterized by fever, rash, and arthralgias, often following a brief incubation period of 10 days. Complications include endocarditis, myocarditis, pericarditis, septic arthritis, meningitis, overwhelming sepsis, vasculitis, and abscesses in virtually any organ. It has classically been associated with exposure to wild rats and laboratory rats however incidence has increased in recent years with the increased prevalence of domesticated rats. There has been one case reported of S. moniliformis septic arthritis associated with an osteomyelitis in a boy aged 22 months. To our knowledge, our case is the first of osteomyelitis associated with streptobacillus septic arthritis in an adult. It is also the first case in which histology has been reported from a skin biopsy in such a patient. Conclusion: Clinicians should consider rat bite fever in the differential diagnosis of an unexplained febrile illness in patients reporting rat exposure especially if a maculopapular rash is present and the patient has asymmetrical oligo-or polyarthritis. Our case also highlights the need to be aware of osteomyelitis as a possible complication in patients with S. moniliformis septic arthritis.
1
1 Department of Rheumatology, South East Health and Social Care Trust, Belfast, UK Background: We report a case of eosinophilic GPA (EGPA) presenting with persistent hiccoughs. The diagnosis was based on clinical and histological findings. Induction treatment with corticosteroids led to clinical improvement and rapid resolution of hiccoughs. Hiccoughing has never before been associated with acute EGPA and may reflect involvement of the phrenic and/or vagus nerves. Methods: We describe the acute hospital admission and follow up.
Results: A 71 year old man presented to hospital with a 3 week history of persistent hiccoughs. The onset was initially intermittent, but had become continuous with disturbance of sleep. He also reported a maculopapular purpuric rash which had appeared one week earlier on the medial aspect of the right knee and had progressed to involve both thighs and lower abdominal wall. He was haemodynamically stable and apyrexic. His background was of adult onset asthma (diagnosed aged 39 years, lifelong non-smoker), bronchiectasis, nasal polyposis and progressive hearing loss with bilateral myringotomies and hearing aid provision 7 years prior to this presentation. He had been discharged from the acute medical unit 5 weeks earlier after an episode of fast atrial fibrillation, congestive heart failure and lower respiratory tract infection. An echocardiogram at that stage detected a pericardial effusion and severely impaired right ventricular function. Left ventricular function was satisfactory. Blood investigations showed elevated inflammatory markers (ESR 44 mm/h, CRP 10 3 mg/l). He had a leucocytosis of 29 Â 10 9 /l with 70% eosinophils (20 Â 10 9 /l). Normochromic normocytic anaemia, haemogloblin 83 g/l. Normal serum creatinine. Blood and protein detected on dipstick urinalysis. ANCA negative. The rash was biopsied confirming eosinophil rich leucocytoclastic vasculitis. CT of chest, abdomen and pelvis detected scattered mediastinal lymph nodes and chronic bronchiectasis but no new pulmonary infiltrate. A diagnosis of eosinophilic granulomatosis was made and he was commenced on oral prednisolone 40 mg/day. He responded swiftly with gradual resolution of the rash over the next 7 days. His hiccoughs, which were intractable by that stage; ceased completely within 48 hours. Follow up echocardiogram showed resolution of pericardial effusion and recovery of right ventricular function. Two weeks after commencing corticosteroid therapy he also noted a marked improvement in his hearing. Peripheral eosinophil count had fallen to 0.02 Â 10 9 /l. Conclusion: A hiccough is an involuntary, intermittent, spasmodic contraction of the diaphragm and intercostal muscles. Several neural pathways are involved. Causes of persistent hiccoughs include CNS disorders and irritation of the phrenic and vagus nerve. The onset of hiccoughs in this case occurred alongside marked serum eosinophilia, vasculitic rash and cardiomyopathy and must be considered a heralding symptom of acute EGPA. This is further supported by rapid response to induction corticosteroid therapy. Disclosure statement: The authors have declared no conflicts of interest. The Kellegren Centre for Rheumatology, Newcross Hospital, Wolverhampton, UK Background: A 31 year old woman with known adult onset asthma, presented to Manchester Royal Infirmary at the beginning of October 2013 with fatigue, breathlessness on exertion and pleuritic chest pain. She had frontal headaches with constitutional symptoms over last few months but denied any skin rashes or joint symptoms. There were no clinical features suggestive of CTD. She had a history of nasal polyps seen by ENT specialist but no history of migraines. There was no history of venous thromboembolism and she denied any miscarriages. She is originally from the Czech Republic but has been resident in the UK for 9 years. Methods: We report an unusual case of Raynaud's phenomenon. Results: On clinical examination, she was apyrexial, tachycardic with an elevated JVP but no added sounds on auscultation of her heart and lungs. There was bilateral pedal oedema. Neurology examination was unremarkable. She had normocytic anaemia, eosinophilia 1.12 (0.0-0.4) and elevated CRP95. ECG revealed T wave inversion in the anterolateral leads and there was elevated serum troponin T of 147 (0.04-0.1). Her kidney function was normal and there was no proteinuria. Admission liver functions were abnormal with ALP 192 and ALT 272.CT pulmonary artery demonstrated Left upper lobe filling defect which was consistent with a pulmonary embolism. 
AN UNUSUAL PRESENTATION OF EOSINOPHILIC GRANULOMATOSIS WITH POLYANGIITIS (CHURG-STRAUSS VASCULITIS) PRESENTING WITH PULMONARY EMBOLISM

